TO THE EDITOR:
As Leape and Fromson (1) explained in their recent article, substance abuse and dependence are significant problems among physicians and have negative consequences for the physicians themselves, their families, and their patients. We have evaluated, treated, and reported on impaired physicians for more than 3 decades. Alcohol abuse and dependence are no more common among physicians than among similarly matched controls; however, prescription misuse, opiate abuse and dependence, and suicide seem to be more common among physicians. Physicians, however, may not be a single homogeneous group. Our recent work has shown that anesthesiologists, surgeons, and emergency department physicians are overrepresented among physician opioid addicts (2, 3) . We have reported on drug testing as a treatment for impaired physicians and believe that it should be integrated into a system to improve patient care (4) . Drug testing is also a method of case finding to be used before an overdose or patient injury. However, as Leape and Fromson describe, few physicians are subjected to drug testing as a condition of employment (1) . Physicians who are subject to preemployment or random drug testing include those employed by Veterans Affairs and the military and those who are being monitored by staterun impaired professional programs or by some new model programs at teaching hospitals (5). Our experience and research on physician impairment suggest that drug testing (preemployment, for cause, and random) should be considered for all physicians. Testing complements initiatives for prevention, education, early intervention, and treatment. Although all physicians are at risk and should be monitored, we strongly recommend that priority be given to specialists with greatest access to and greatest risk for occupational exposure (anesthesiologists, surgeons, and emergency medicine specialists). 
The explosive growth of preemployment and random, not-for-cause drug testing in industry and health care raises ethical, legal, and policy questions (1) . Such growth has been fueled by popular misconceptions surrounding substance use and abuse, junk science, and business interests (Institute for a Drug-Free Workplace, pharmaceutical firms, and drug-testing companies) and by the public relations campaigns of a multibillion-dollar industry whose entrepreneurial interest lies in magnifying the severity of drug-related problems in the workplace and extolling the benefits of drug testing as a solution (2).
Preemployment and random drug testing to find one otherwise hidden drug abuser is estimated to cost between $700 000 and $1.5 million for the U.S. government's program (3) . No solid data show that such testing deters drug use (3). The National Academy of Sciences has concluded that frequently cited estimates of lost productivity from drug use are based on flawed data (4). Drug tests are subject to sabotage and to false-positive and false-negative results, all of which can damage workplace morale, reduce productivity, and hinder recruitment of skilled workers. No court has held an employer legally liable for not having a drug-testing program; however, employers have incurred substantial legal costs from defending their programs against workers' wrongful dismissal claims (1) . It is impossible to completely ensure that information obtained through drug testing programs will not be shared with other entities. The Canadian Human Rights Commission recently disallowed preemployment and random drug testing of public employees on the grounds that such policies are human rights violations under the Canadian Human Rights Act (1).
In 1999, 23 of 44 randomly selected large teaching hospitals had formal physician drug testing policies. Many policies referred to preemployment and random, not-for-cause drug testing (5), but most were vague on procedural details; only half mentioned confidentiality. Substantial numbers of practicing physicians, residency program directors, and medical students oppose such testing (1).
To improve patient safety and enhance quality of care, the medical profession should improve substance abuse education and training. Error reporting and analysis should be encouraged. Physicians should undergo impairment testing (vision, reflexes, and coordination) to uncover substance abuse, physical disabilities, mental illness, and sleep deprivation. Those found to be impaired or incompetent should be referred for treatment and, if necessary, disciplined appropriately. More attention should be paid to job and life satisfaction, depression, and marital discord. Institutions should support thorough reference checking, enhanced procedural training and oversight, mandatory recertification, periodic hospital recredentialing, and frequent skills appraisal. Computerized ordering systems should be used to reduce prescribing errors, and sign-out protocols should be improved. Furthermore, hospitals should utilize ancillary staff to assist residents in noneducational tasks and discontinue the practice of replacing registered nurses with licensed practical nurses and nursing assistants who are less expensive but have less training (1).
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Although we agree with Leape and Fromson's (1) call for action about the need to address physician performance failures, we do not believe that relying on the hospital credentialing process will adequately address this vexing problem for several reasons. First, many physicians do not have admitting privileges to any hospital. Second, among those who do have these privileges, most admit very few patients (2) . Third, with the advent of hospitalists and the shift of more health services to the ambulatory setting, hospital credentialing committees now only oversee a fraction of the practicing physicians' delivery of service. Fourth, as the authors summarize, the state medical boards run many of the remedial programs in cooperation with other groups, such as the state medical society. In Rhode Island, our Board of Medical Licensure and Discipline works closely with the state medical society's Physician's Health Committee to provide treatment and rehabilitation for impaired physicians and assessment services for physicians with behavioral health problems (including sexual boundary violation, gambling, sexual and Internet addictions, and disruptive behaviors). In addition, our Board is involved with the Practitioner Remediation and Enhancement Pilot Project with the Citizen Advocacy Center through a U.S. Health Resources and Services Administration grant (3). Therefore, rather than relying on numerous hospital credentialing committees, we suggest that the state medical boards be empowered and supported to improve its oversight in these vital areas.
However, such expansion (and in many cases, reorientation) of activities will require changes on many levels. More than boards of licensure and discipline, our medical boards must evolve into boards of licensure, discipline, and remediation. This will require legislative change, and hospitals, insurers, and the physician community must improve reporting of potential physician performance failures and of physicians at risk for such failures because of suspected drug abuse or other factors. For example, most referrals to the Rhode Island Board of Medical Licensure and Discipline come from patients; much fewer come from other physicians or licensed health care facilities, such as hospitals. Our experience also supports Leape and Fromson's argument to identify these physicians before performance failures. Most physician performance failures had a history leading up to the event or several suspicious colleagues who did not want to get involved. To be effective, however, improved reporting programs must offer meaningful protections to both the reporting entity and to the suspect physician. A culture of safety cannot be cultivated without a reorientation from the traditional disciplinary approach. By necessity, this will require further legislative change and some degree of malpractice reform.
We are also intrigued that Leape and Fromson did not discuss the individual physician's role in working to change the system that contributes to medical errors, the physician administrators' responsibility for identifying and addressing system problems (in addition to physician performance failures or physicians at risk for committing such failures), and the potential role that health insurers and managed care plans might play in reviewing and reporting physician performance in outpatient settings.
